Introduction
In the USA, adolescent substance use remains a significant public health problem. 1, 2 Approximately 9.2% of US adolescents aged 12-17 years report having used alcohol in the previous month, and 7.9% report past month drug use. 3 These adolescents are at increased risk for injury, motor vehicle accidents, risky sexual behavior, victimization, substance use disorders, and neurodevelopmental issues that result from the use of psychoactive substances. 4, 5 Brief interventions (BIs) -conversations that focus on encouraging healthy choices and reducing risk behaviors -hold promise as tools that can help motivate adolescents to reduce their substance use. [6] [7] [8] [9] [10] [11] [12] [13] [14] BIs focus on facilitating behavior change among adolescents who are using alcohol and/or drugs but do not have a substance use disorder or adolescents who have a mild-to-moderate substance use condition. For adolescents who are using alcohol/drugs but do not have a disorder, BIs include clear and pointed advice for adolescents to reduce substance use and succinct mention of the potential negative health effects of alcohol and drugs. For those who are using substances more heavily or frequently, BIs involve the use of motivational interviewing strategies to help adolescents compare the benefits of continued use with the potential benefits of behavior change (cutting back, stopping) to empower them to make decisions that support their health, safety, and achievement of personal goals. 5, 6 Meta-analyses have shown that BIs for adolescents can be effective; BIs lead to small but significant reductions in alcohol consumption, alcohol-related problems, and drug use among adolescents. [15] [16] [17] However, the evidence base concerning the effectiveness of substance use BIs for adolescents is not as strong as it is for adults, 18 and the United States Preventive Services Task Force maintains that current evidence concerning the benefits of BIs to address adolescent alcohol and drug use is insufficient. 19, 20 Consequently, there is interest in adapting existing Screening, Brief Intervention, and Referral to Treatment (SBIRT) models that were developed for adults for use with adolescents in order to enhance their effectiveness. 18 Evidence shows that some BI characteristics -such as the use of motivational interviewing, goal-setting exercises, involvement of caregivers, and having more than one session -are associated with stronger effects. 15, 16, 18 There is increasing interest in leveraging this knowledge, together with insights from developmental theory, to adapt BIs for use with adolescents. In particular, Screening, Brief Intervention, and Referral to Treatment for Adolescents (SBIRT-A) is a set of recommended adaptations to substance use screening and BI approaches for use with adolescents. SBIRT-A involves several key adjustments to BIs, including 1) utilizing risk algorithms to determine what type of BI adolescents will receive; 2) increased use of computer-based interventions; 3) emphasis on psychoeducation; 4) the addition of booster sessions to BIs; and 5) the incorporation of caregivers into discussions about substance use. 18 Although these adaptations are highly promising, little is known about their acceptability to adolescent patients. Research has identified adolescents' preferences regarding substance use screening, showing that adolescents prefer paper forms and computerized questionnaires over interviews with service providers when having initial discussions about substance use. 21 18 information concerning the acceptability of these potential alterations is needed. This article is an initial step toward identifying adolescent preferences for BIs based on a series of interviews with adolescents.
Methods
Interviews were conducted with a sample of 18 adolescents as part of a project examining the feasibility and acceptability of adapting a substance use BI protocol tested on adults -the Quit Using Drugs Intervention Trial (QUIT) intervention 22, 23 -for use with adolescents who are at high risk for substance use because they live in homes with adults who are in substance use disorder treatment. 24, 25 The QUIT intervention involves having a clinician provide brief advice (3-4 minutes) concerning the health consequences of substance use, reinforced by a message from a video doctor, a health education booklet, and up to two 20-to 30-minute follow-up coaching sessions with a health educator. 22, 23 Interviews conducted for this study focused on getting adolescents' perspectives on QUIT and potential adaptations to the intervention based on SBIRT-A recommendations.
Study sample
Adolescents were eligible to participate if they were between the ages of 9 and 17 years and regardless of whether or not they had a history of alcohol or drug use. Participants were identified indirectly through programs in Los Angeles County where their parents or caregivers were receiving substance use disorder treatment. At each program, clients with adolescent children were recruited through flyers and announcements in group meetings and invited to have their families participate in the study. Interested parents/caregivers gave written informed consent to allow project staff to invite their children to participate in the study. Project staff then met with adolescents in private spaces in their homes, where parents, siblings, and other individuals could not overhear conversations. Written informed consent was obtained from each adolescent before interviews began. Participants received a $50 gift card. All study recruitment, enrollment, and data collection procedures were approved by the University of Southern California Institutional Review Board. 
data coding and analysis
All interviews were transcribed and analyzed in Dedoose analytic software using summative content analysis -a method that involves measuring the frequency of specific ideas while also discovering meanings and contexts underlying them. 26 Sections of transcripts where adolescents were asked about who they would like to deliver BIs were coded to indicate if respondents preferred for physicians, health educators, counselors, peers, or other individuals to deliver BI services. Sections of transcripts that focused on how BIs would be delivered were coded to indicate if adolescents preferred in-person delivery, having them delivered by telephone, through text messaging, or through social media platforms. Sections of transcripts that focused on content of BIs were coded to indicate if adolescents endorsed having BIs educate them about the health consequences of substance use if they should include other content as well. Sections of transcripts where adolescents discussed their perspectives on parental involvement in discussions about substance use were coded to indicate if they endorsed parental involvement or did not think it would be beneficial. In cases when respondents did not give answers, said they did not know, or said they did not have an opinion, transcripts did not receive a code.
Each interview was coded independently by two researchers with training in qualitative analysis. After completing their initial coding, the researchers reviewed each other's coding, discussed cases where there were discrepancies, and reached 100% consensus on all coding and data interpretation. Table 2 provides an overview of the study sample. Interviewees were all between the ages of 9 and 17 years, and the mean 
Results

Study sample
Bi preferences
Interviews did not reveal adolescent perspectives concerning who they would like to deliver BIs, what content they would like to see in BIs, or parental involvement in BIs. The majority of interviewees said that they did not know or that they did not have an opinion on these issues. However, interviews did show that adolescents had preferences concerning how interventions should be delivered (in person, by speaking on the telephone, through text messaging, over social media). Table 3 describes how often each delivery option (in person, talking on the phone, by text message, or using social media) was endorsed by adolescents. The majority of interviewees (72.2%) endorsed having BIs over the telephone, and over 38% endorsed in-person BIs, while only a small number (11.1%) endorsed the use of text messaging or social media.
During interviews, adolescents elaborated on their preferences, highlighting that they preferred in-person and telephone modes of delivery because of concerns about trust and the reliability of information obtained via text message and social media and because of the relative ease of communication over the phone and in face-to-face conversations. Adolescents reported that even though they often use social media and text messaging, they did not feel that these media would be conducive to discussions about substance use. "Online," elaborated one adolescent, "I would not feel safe.
Because (when I talk about these things) what if it is someone I do not know?" In addition to issues of trust, adolescents reported that they felt correspondence that occurs through social media or text message is often unreliable and "just not believable."
Conversely, adolescents reported that they would feel more at ease if BIs were delivered either in person or over the telephone. They explained that face-to-face and telephone communications are more trustworthy and that they could communicate more effectively using methods that did not require them to write. "I just think it is easier to talk on the phone because sometimes you have so much to say and it comes right as you're talking." Another adolescent concurred, saying that "I do not know how to describe how I feel with paper, so I think on the phone would be better because it is more of what I say aloud than text or social media."
Discussion
Interviews did not provide information concerning adolescent preferences for who delivers BIs, the content of BIs, or parental involvement in BIs but they did provide perspective on adolescents' preferences for how they should be delivered. Further research is needed to determine adolescents' preferences concerning who delivers BIs, the content of BIs, and parental involvement in BIs.
Interviews indicated that adolescents prefer oral communication (phone calls, face-to-face conversations) over written communication (text messages, social media) when receiving BIs focused on substance use. They expressed preference for speaking to someone over the phone or in person due to concerns about trust, the reliability of information, and challenges communicating when interacting through text messaging or social media.
Study findings are notable since there is interest in utilizing computerized BIs when adapting them for use with adolescents. 18 Although computerized interventions have demonstrated strong clinical impacts when compared with other BIs in effectiveness studies, 18, 27, 28 findings from this study indicate that adolescents may prefer BIs that allow them to directly speak with a person -either on the telephone or face-to-face. Future research will be needed to determine if the benefits of computerized interventions (e.g. reduced practitioner burden, minimization of provider differences in implementation fidelity, maximization of information process efficiency, flexibility to allow self-guided response-sensitive intervention delivery) 18 outweigh the potential discomfort that adolescents may have with computerized BIs. 
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Adapting Bis for adolescents Adolescent preferences for BIs that involve speaking (rather than reading and writing via text or social media) are also notable since research indicates that adolescents prefer written tools for substance use screening. 21 Findings from this study indicate that while adolescents may prefer to initially disclose substance use on paper or via computer rather than to a person, they may prefer to have different types of interactions (over the phone, face-to-face) when receiving services focused on changing substance use behaviors. However, the fact that more adolescents preferred communicating over the phone instead of in-person indicates that they may still prefer to not have conversations about substance use that do not require them to discuss sensitive topics face-to-face with adults. 21 Future efforts to adapt and enhance BIs for adolescents may need to incorporate strategies that reflect these concerns.
Some of the main reasons adolescents elaborated for preferring telephone and in-person communication -concerns about trust and reliability of text messaging and social media -have been acknowledged as areas that can potentially limit the utility of technology when providing health interventions on sensitive topics such as substance use. [29] [30] [31] Findings that adolescents believe technological interventions may not be trustworthy or reliable may help explain results from other studies where adolescents did not prefer technological interventions over other types of services to address risky behaviors. 31 Study findings also support research showing that if interventions concerning highly sensitive behaviors (eg, substance use, sex) are going to be provided to adolescents using text messaging or social media, it will be essential to assure adolescents that these interventions are trustworthy and safe. 32 If text messaging or social media are incorporated into BIs for adolescents, they will need to be sufficiently secure and designed to safeguard adolescents' privacy.
Limitations of the study should be noted. The study sample was small, predominantly represented by Latino females recruited from one urban area, and consisted of adolescents living with adults who were in substance use disorder treatment. It is possible that respondents' views are not generalizable to adolescents in other regions or from other race/ethnicities. Furthermore, interviewees' perspectives may have been colored by their experiences with substance use living in homes with adults who needed treatment. This could have made study participants more sensitive to some issues than a general adolescent population would be. More research is needed to explore these areas in greater detail, particularly to determine to what extent findings reported here reflect the BI preferences of adolescents from different areas and demographics, and those who do not have family members with histories of problem substance use.
Notwithstanding these limitations, this study indicates that it may be beneficial to deliver BIs for adolescents in person or over the telephone rather than using text messaging or social media. Further research into these areas -both adolescents' preferences and the impact that adolescents' reported levels of comfort with different types of communication may have on BIs' effectiveness -is needed. The insights reported in this article may be useful for both researchers and providers to consider as they continue developing strategies to address the negative impact substance use has on their adolescent patients' health and well-being.
